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FEARGHAL MoKIMNNEY
doining us the Chiel Medical Officer, Dr Hanrlella Campbell. You have ultimale responsibility
for learning the lessons from untoward events in hospitals, that's a damning Indictment, what

nappened o Lucy”

DR HENRIZETTA CAMPBELL

Wall firstly Fearghal,  need the opportunity 10 say how desply tragic these 2 incidants have
peen, and mysell and everyone sise in the MHealth Service deeply regrets the death of any
chid, Bul for these 2 beautliful children {0 have digd, lessons have been learned, lessons

continue 1o be leamed, bul sympathy for the families has o be ulmost,

FEARGHAL MolKINNEY

it doas, bul what happened to Lucy?

DRHENRIETTA CAMPRELL

With Lucy, we saw the first test of whal was a very rare occurrence, writlen up in the medical
journais only recently, and the pulcome of Lucy’s death, the lessons not leamed early enough

o prevent a second death,

cARGHAL MoKINNEY

T}

Bul you're not recognising the coroner’s results in that siatement, because the coroner said
that, Lucy Crawford died as a result of mal-administration of fluids, it was the wrong fuid and

1 was oo much.

NE - ey manseopt wag teped rom 8 mescriphion wng revording and sot copied rom an ongmnal senpt

DHSSPS
075-056-185




U %)

DR HENRIETTA CAMPBELL

At thal time in the year 2000, the fluids being usad in every paediatnic unil in Northeamn ireland,
ard in most pasdiatric unils throughout the UK, were the fluids that were being given (o Lugy,
What we now know 18 thatl from a few casas wrilten up in the medicat journals, in some

children, a very few children, tut enough o be left |

FEARGHAL MOKINNEY

That's ignoring, 'm sorry, that's ignoring what the coroner said. The coroner said tha doclor
qave the wrong liquid at the wrong dose, nothing (o do with how the viclim responded 10 1,
thal's whatl happened, isn't i, that's what happenad to Lucy?

DR HENRIETTA CAMPEzLL

iy retrospect, yes., What was being used al that ime was in common practice throughout the

UK and wider alield |,

FEARGHAL McKINNEY

You're now accenting fully what the coroner said, when did vou learn that this untoward avent
STEERN ¥ )

had happened?

DR HENRIETTA CAMPBELL

We learned aboul this untoward event in Lucy's death when Rachel died, and the coroner
saw that he had 2 cases being presantad to him, which looked similar in terms of the tragic
outcame ... please let me finish, So the coroner noticing a pallern, reporied those 2 cases 1©

RS S

FEARGHAL MeKINNEY

S0 without the death of Rachel Ferguson, you wouldn't have known about the death of Lucy
Crawford, an untoward event that yvou should have known aboul and you wouldn't have

kriown about i, but for the death of Rachel Ferguson.

DR HENRIETTA CAMPEELL
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We had no system within the Health Service at that time for the reporting of all dealhs of

childran,

FEARGHAL McKINNEY

So there's no system for lelling how, for islling vou how a trust of this Lakeland Trust, malk
administered fluids 10 a ohild that led o thal's child's death and you don'l know aboul it
Who's faull is thal, who's accountable for that, are you accountanie, or the perin Trust

accountabia™

DR HENRIETTA CAMPBELL

Within the Health Service i is recognised that untit quite iateraliy, therg has been no syslem
throughout the UK, please Fearghal | need to finish this important point, throughout the UK,
there has been no system of gathering together evidence from untoward incigents which are
very rare, bul which together across the UK begin to show g paltern and begin 10 show that

systams need o change.

11

EARGHAL McCRINNEY

The rarily in this was the administration of the dose and not the victim, Why gidn’l you leam,
vou are the Chisf Medical OHficer, ullimalsly reaponsible for learning the ilessons from this
death, and you're lelling me here onigh! thal vou didnt know aboul an untoward evant,

hecsuss the syslems failed, is thal good enough?

i1}
I
2

DR HENRIETTA CAMPBI

The rarity in this event and you do have (o return {0 the medicine, the physiclogy bahind these
2 evenls, vou know, you must let me finish. Thare’s no point my coming nere and just being
shouted at. The public have a right o know whal the isgues are. Tne rarty in these 2 evenlts

was the abnormal reaction which s seen in g very few children o the normal application .
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Um’?

FEARGHAL MoKINNEY

Sorry, becauss you seem 1o be ignoring and you're going back on whal you accepled a
moment ago, do vou accept fully the coronar’s findings? The coroner said 1 was the wrong

dose and too much, now vou're backiracking on that, do you accepi the coroner's findings”

DR HENRIETTA CAMPREELL

in the knowiadge of the avidence which has bean in the medical ournais over the past 4
vears since Lucy's death, ves thal is true, but in the highl of what was known in the medical
community throughout the whole of the UK in the vear 2000, when poor Lucy died, thers werg
very few psopie who would have known what was going wrong, aparl from one or two experts

who had begun to notice the very abnormal reaction in cerlain children.

FEARGHAL McKINNEY

Yes, and of course when the Trust wenl to investigate i, you would have thought that they
might have identified, wouldn’t vou, the rarity as vou described i, but instead they produced a
raview which gidn’t point the finger al mal-adminisiration, which efleclively, and technicaily
coverad up this death, because you would never have found oul aboul it and you've got

sitimate responsibility and yvou still didn’tlearn until Rachse! Ferquson died.

OR HENRIETTA CAMPBELL

From the papers which the coroner has sani o me, and which U'm now beginning to read
carefully, and which the coroner has been sharing with me, we'veg been discussing these
issues. The coroner and | togsather, both recognise thal these 2 tragic deaths brought
wagether as a pattern, then allowed us, 10 pul two and two together and o recognise that there

were some strange but rather unigue features afoot which needed 1o be faken inlo ...
FEARGHAL MoKINNEY

But the Sperrin Lakeland Trust didn't conclude thal, the Sperrin Lakeland Trust gidn’t tell you,
the Sperrin Lakeland Trust in Lucy Crawford’s case kept it 1o ilsell, and you didn't know.
Mow, should somebody in the Health Service in Fermanagh have responsibility for thal,

shoulid Hugh Mills consider his position in relation o that?

DR HENRIETTA CAMPBELL
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Going tack to the yvear 2000 L would not have besn unusual for a doctor or a group of experis
not o have recognised what happened 1o Lucy, {tis easier lo do that in the knowladye of

whal has been prasented to us through the medical journals in the last 4 years,

FEARGHAL MoKINNEY

T

Sul you are gnoning what | pointed cul 1o you, thal you wouldn't have known and the Trugl
was certainly nol telling you anvihing aboul Lucy Crawford’s death, and vel yvou now
recognise i as an unioward evant, an event that the popuiation in Northern ireland should
leam lessons from, and you haven't baen able {0 lsam those lessons, and didnt learn tham in

the last 3 or 4 years, do you accept that fully?
DR HENRIETTA CAMPBELL

Oh | absolutely agres that if we'd had in place a system for the reporting of all deaths (o some
central source, unloward dealhs that we could have bagun (o leam lessons earlisr. Thal
brings mea back © a8 pomnd which | made sariier, the systems were not in place througnout the
Health Service, thay do need 10 be in place UK wide {0 pick up the very rare issues, bul that is
ceing addressed, the Nalional Patient Safely Agency is now in place for early indications of

untoward incidents, such gs this,
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